Objective: To describe goal-setting during inpatient stroke rehabilitation. Design: There were two stages: an electronic questionnaire for multidisciplinary teams and an analysis of goal-setting documentation for rehabilitation patients. Setting: Five inpatient stroke units. Participants: Staff involved in goal-setting and patients undergoing stroke rehabilitation. Results: A total of 13 therapists and 49 patients were recruited, and 351 documented goals were examined. All units used therapist-led goal-setting (60% of goals were set by therapists). In total, 72% of goals were patient-focused but patients and families were rarely directly involved. Goals focussed on basic mobility and activities of daily living (~50% and ~25% of goals, respectively). Only 41% of documented goals met the SMART criteria. Review of progress was limited: 48% of goals were never reviewed and 24% of the remainder were merely marked as 'ongoing' without a date or plan for completion. New goals and actions were often documented without any connection to previous goals. Integration between goals and treatment/action plans was mixed. In two units, goals were unconnected to a treatment or action plan, but for the remainder it was 90%-100%. However, that connection was generally vague and amounted to suggestions of the type of treatment modality that staff might employ. Conclusion: Goal-setting during inpatient stroke rehabilitation is therapist-led but discussed with the multidisciplinary team. Therapists mainly identified patient-focussed mobility and activities of daily living goals. Monitoring progress and revising goals were often uncompleted. Links between goals and treatment, action plans and progress were patchy.
Introduction
Goal-setting is a process by which a behavioural target for the user/patient is identified and agreed by a patient, therapist or team and is worked towards over a specified period of time. 1 It is considered an integral part of stroke rehabilitation as it is thought to improve patient well-being and engagement with rehabilitation while enhancing multidisciplinary team communication and collaboration. [1] [2] [3] It is thought that this occurs by focusing attention and effort towards patients' problems and needs. 4 Consequently, goal-setting is recommended in clinical guidance for stroke rehabilitation 5, 6 stating that goals should use the 'SMART' format (i.e. be specific and meaningful for the patient, assessable, realistic (i.e. challenging but achievable) and time limited. 7 Goals should also focus on activity and participation, include both short-term and long-term elements, be used to inform treatment and be reviewed regularly. It is also recommended that stroke survivors and their family should be involved in the process, and patients should receive copies of their goals. Finally, patients should be given help to understand the nature and process of goal-setting and to define and articulate their personal goals. 1, 5 Despite the widespread guidance recommending goal-setting, the evidence base to support it is weak. Several systematic reviews [1] [2] [3] have found the evidence to be of low methodological quality and studies were too heterogenic to draw firm conclusions about efficacy, effectiveness, feasibility or acceptability. Furthermore, barriers to goal-setting have been consistently reported by patients, families and professionals, 8 particularly during acute/subacute and inpatient stroke rehabilitation. Differences in staff and patients' perspectives on goal-setting and rehabilitation; limited patient participation, professional skill and resources; and conflicting priorities have been described by both patients and professionals to contribute to difficulty using goal-setting methods. 8 Several methods of goal-setting during stroke rehabilitation have been proposed, but no gold standard has emerged. 1, 2, [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] It is thus unsurprising that implementation of goal-setting in clinical practice is considered highly variable. 10, 19 The need for further research into how goal-setting is implemented has been highlighted 3 as, at present, little is known about how goal-setting is used in routine practice or how the practice standards highlighted above are (or are not) achieved. 10 The aim of this Phase I study was to explore how goal-setting is practised during inpatient stroke rehabilitation. Specifically, our objectives were to explore the nature and focus of the goals set, who was involved and how goals are set, monitored, progressed and integrated with other aspects of rehabilitation processes.
Method
A mixed-methods approach was used: an online survey of stroke rehabilitation teams regarding their goal-setting practice and views plus documentary analysis of the clinical records related to goal-setting in five UK National Health Service (NHS) inpatient stroke services. Favourable ethical approval was obtained by the Greater Manchester South Research Ethics Committee and the University of Manchester.
Staff survey
Qualified professionals in the hospital stroke service of participating hospitals who were involved in goal-setting were recruited. As we wished to recruit a broad, representative sample, there were no further selection criteria. The first author (S.P.) contacted a lead person in each inpatient stroke team who then contacted members of the team to ascertain whether they were interested in participating and agreed for their contact details to be forwarded to the research team. Once contact was established and it was confirmed the clinician met the inclusion criteria, a participant information sheet and a link to the online questionnaire (Supplementary Appendix 1) was sent by email. The clinician was asked to complete a simple consent paragraph at the start of the questionnaire.
The questionnaire was specifically developed for the project to address the research objectives (detailed above). The content and format were based on the literature and the authors' experience using closed and open questions and Likert scales. The questionnaire was piloted with five stroke therapists (in a range of job grades) who were independent of the study and participating units. They were asked to comment on the comprehensiveness of the questions, format and ease of completion. Feedback highlighted a few typographical errors, areas for clarification and suggestions to enhance usability, which were amended before circulation to participants.
Analysis of clinical notes
Adult stroke patients who were receiving rehabilitation in the participating hospitals and were able to consent (or there was somebody from whom assent could be sought) were recruited. As we wished to recruit a broad representative sample of patients receiving rehabilitation, there were no further recruitment criteria. They were asked to consent to the researcher having access to their clinical notes. They had no further involvement in the study.
Patients who met the inclusion criteria were identified by a member of the stroke team and were approached by the research team or local research practitioner to introduce and explain the study, provide participant information sheets and answer any questions. For those who wished to participate, consent or assent was then obtained and the formal clinical goal-setting documentation accessed for each patient. For patients who had been an inpatient for some time, this included documentation for several weeks, or even months. To ensure anonymity, a blank copy of the goal-setting proforma used at the participating unit was obtained and anonymized information from the clinical documentation copied on to it. This was completed for all relevant documentation for each patient. The participants' Barthel Index 20 (a routinely recorded measure of independence in the activities of daily living) score on admission and time since stroke were also recorded.
From the notes, the following data were recorded: 
Results

Staff questionnaire
A total of 13 stroke clinicians were recruited from participating hospitals in Greater Manchester, of whom 6 were physiotherapists, 5 were occupational therapists, 1 was a speech and language therapist and 1 was a dietician. Five (39%) worked in an acute stroke unit, two (15%) in a rehabilitation unit and six worked in a combined acute and rehabilitation unit (46%). Most were NHS band 6 or 7 (specialist or highly specialist therapist, respectively, both n = 5, 38.5%). Mean length of clinical experience was 15.6 (SD = 10.6) years and the mean length of experience in stroke rehabilitation was 10.2 (SD = 9.6) years. Most (n = 10, 77%) had been using goal-setting for over 3 years. All respondents used goal-setting, for all patients. Most reported that they set goals on the day of assessment (n = 7, 54%) with the others setting goals within the first week of referral/admission. They reported that they involved others in goal-setting at multiple levels. Five set goals on their own, 4 also included other members of their profession, 10 (77%) reported involving the patient and families and 10 also involved the multidisciplinary team.
All used proforma to document the goal-setting. One only recorded the goals in their uni-professional notes, five just used multidisciplinary notes and five used both. Those who set goals on a uni-professionally basis did so because they felt the goals were specific to their profession.
The time spent goal-setting was highly varied, from 30 minutes daily to 1 hour weekly. Most included goal-setting in their weekly multidisciplinary (care planning) meeting which typically lasted 1 hour. Respondents reported that they used the goals to inform discussion in meetings and decision-making either explicitly (n = 10) or implicitly (n = 6). Most were happy with their goal-setting practice. Five felt it was fully effective, five reported it was quite effective and only one felt it was only slightly effective. They perceived the benefits of goal-setting to be that it supported care planning (be that assessment, treatment, or action plans or discharge planning) and progress monitoring and that it motivated patients and staff by giving a focus to treatment and promoting a patient-centred approach. They also felt it facilitated multidisciplinary collaboration and understanding of each other's roles. The reported barriers to goal-setting were lack of time (n = 4), lack of engagement by some team members (n = 3) and patient's stroke-related limitations (n = 2). Greater involvement by patients and families was the main way they felt goal-setting could be improved.
None used a specific goal-setting tool such as Goal Attainment Scale (GAS) or the Canadian Occupational Performance Measure. Three reported that they or the team had developed their own method and two used 'SMART' criteria. Eight (62%) stated that standardized outcome measures were used during goal-setting to define goals (n = 3), monitor progress (n = 6) and goal achievement (n = 5) or to set new goals (n = 3). However, clinical judgement was the most frequently used method to ascertain whether a goal had been achieved. Most (85%, n = 11) perceived that they included the patient and/or their family by discussing goals and families during assessment or treatment sessions (n = 10), telling the patients about the goals that that had been set for them (n = 6), giving patients a written copy of the goals (n = 1) or both (n = 3). The most common reasons for not involving the patient or family were patients' communication difficulties, lack of time, concerns about families having unrealistic expectations or difficulty arranging to meet them.
Respondents perceived that they reviewed the goals regularly, daily or after each treatment session (n = 8, 60%) and/or weekly (n = 7, 54%). All stated that goals were reviewed and progressed within multidisciplinary team meetings although seven (54%) reported that they set the goals and then informed the team at the meeting. Four reported that they revised goals with the patients during treatment sessions.
Analysis of clinical notes
A total of 49 patients gave access to their clinical notes from whom 351 goal-setting records were analysed. The mean time since stroke was 37 (SD = 44.4) days and the mean Barthel Index score was 7.8 (SD = 6.3). The mean number of goals set per patient was 7 (SD = 8.4; median 5; mode 3). Two outliers were identified, who had 54 and 34 goals, both of whom had been an inpatient in the same stroke unit for over one year. Without these participants, the mean number of goals was 5.6 (SD = 2.9), and median and mode were unchanged.
Nature and focus of the goals. The focus of the documented goals was predominantly disability related, particularly regarding mobility, transfers and balance which accounted for almost 50% of goals (Table 1) . Basic activities of daily living (washing and dressing, toileting, eating and drinking, and making a simple meal) accounted for a quarter of goals. Cognition and vision featured 14 (5.3%) and 13 (4.9%) times, respectively. Communication featured in only seven (2.7%) goals. Mood and the upper limb (grasping) featured only once each. Pain, swallowing, sleep, fatigue, skin integrity, self-medication and continence did not feature at all.
Most goals involved the patient (n = 251, 72%); however, slightly over a quarter of goals were specifically for staff (n = 96, 27%) and four involved the family. These data were skewed by one unit in which only 32% of goals involved the patient. In the other units, 82%-95% were patient focused. Most of the goals (n = 263, 75%) concerned treatment or action plans for patients, but this was again skewed by one unit where over 50% focused on staff actions (such as ordering equipment, undertaking assessments, attending or planning meetings with families or other staff, or organizing home visits).
Who was involved in goal-setting?
The meeting in which goals were discussed involved the multidisciplinary team: therapists, nurses and doctors. Some units also involved a stroke coordinator, social worker or dietician. At all units, the problems and goals were identified and defined by the staff, mainly the therapists. A total of 60% of goals were set by the therapists, 109 (31%) goals by an occupational therapist, 95 (27%) by a physiotherapist and 7 (2%) by a speech therapist. One unit involved patients insofar as they routinely documented whether the goals were shared with patients. Overall, only 40 (11%) of the documented goals were shared with the patients -all from the same unit.
How were goals set? At all units, goal-setting was included in weekly multidisciplinary team meetings which also covered assessment, monitoring progress and action/treatment plans (further details in Table 2 ). At one unit, the therapists met beforehand to set goals which were reported to the team meeting. All units except one kept the goal-setting documentation in the patients' multidisciplinary care plan. Three units also kept separate uni-professional goal-setting notes. None of the participating units used a specific goal-setting method or tool. All units identified the patients' goals in the first meeting, which was typically within the first week after the stroke or admission to the rehabilitation unit, and noted the date the goal was set and achieved (Table 2) . Two units phrased the goals in terms of the profession setting them (so they were professionals' goals, rather than the patients'), one used pre-defined areas of function to focus the goals (such as transfers, eating or dressing) and two did not structure the goals. Only one unit specified a timescale for completion of the goal or how completion would be judged/assessed.
Only 143 (41%) of documented goals met the SMART criteria. The most common reason for this was that a timescale to achieve the goal was not stated. When a timescale was included, this was most frequently one week (n = 109, 31%). There was great variability between units. One unit never used the SMART format, the other units ranged between 21% and 82% of documented goals. Observation was the most frequent method used to assess whether a goal had been achieved (n = 21, 6%). Standardized outcomes were stated in 20 (6%) goals.
How goals were monitored and reviewed. All the goal-setting documentation included an area for the team to review progress by recording whether the goal had been reviewed, and whether it had been achieved or was still 'in progress'. However, this was often uncompleted. A total of 48% (n = 168) of goals were never reviewed, and 24% of the remainder (n = 85) were merely marked as 'ongoing' without any date or plan for completion. Poor layout of the documentation and incomplete recording meant it was often unclear which goals were achieved, when a goal was achieved and how it was progressed. Of the quarter of goals that were reviewed (n = 95, 28%), only 42 (12% of the total) were progressed with another goal and for 51 (15%) no further goals were planned. Often new goals and actions were documented each week without any connection to previous goals.
How goals were integrated with other rehabilitation processes.
The documentation at all but one unit had a section of the action/treatment plans that arose from the team meeting. However, the integration between goals and treatment/action planning was mixed. In two units, none of the goals were connected to a treatment or action plan, but for the remainder, it was 90%-100%. In some units, the staff member responsible for overseeing achievement of the action was routinely identified, but more specific detail of the plans was rare. The connection between the goal and treatment plans was usually vague and amounted to suggestions of the type of treatment modality that staff might employ (see Box 1 for examples) rather than how the modality would be delivered, the dose of treatment or actions involving the patient. 
Discussion
The results show that stroke rehabilitation teams were involved in therapy-led, multidisciplinary goal-setting, which partially met the recommendations in national clinical guidelines. 5, 6 The SMART format 7 was used but incompletely and inconsistently. Timescales were seldom included and review of progress was patchy. Goals focussed on activity but not participation (although a focus on participation is often inappropriate while an inpatient); short-term goals (typically for one week) were set but not long-term goals. Goals were discussed in multidisciplinary care planning meetings (as well as other meetings) and thus informed care plans, but this was often implicit. Explicit integration with other aspects of rehabilitation (treatment, action plans, monitoring progress) was patchy. There was little explicit involvement of patients and their families in goal-setting and in helping them understand the process. It is unsurprising that goals set were short term and they focussed on basic mobility and the activities of daily living required for discharge from hospital, given the imperative for speedy discharge from hospital. Nevertheless, it is noteworthy that many aspects of stroke that survivors highlight limits their quality of life 22 (communication, cognition, mood, upper limb function) featured rarely or not at all. Further research is needed to facilitate consideration of these domains during goal-setting and inpatient rehabilitation.
Goal-setting was led by therapists, who identified the problems, defined the goals, assessed whether they had been achieved and decided how they should progress (if this was completed). The lack of involvement of nursing staff in goal-setting and the lack of goals concerning domains that may be considered the nurses remit (such as skin integrity, self-medication and continence) were very marked. Further work is needed to develop goalsetting methods that more comprehensively involve all members of the multidisciplinary team. This may go some way to facilitate a more holistic consideration of patients' difficulties, beyond basic mobility and activities of daily living.
The therapists perceived that they involved patients and families in goal-setting during assessment and treatment sessions; however, there was little evidence of this in the documentation. Generally, the extent of stroke survivors and their family's involvement was that they were either told or given a written copy of their goals. Patient involvement is a central tenet of goal-setting, and much of the literature regarding goal-setting focusses on the extent to which patients are involved. It consistently indicates that goal-setting during inpatient stroke rehabilitation rarely, if ever, involves patients and could rarely be considered truly patient-centred. 7 This is because both professionals and patients feel it would be infeasible, and to some extent unacceptable, for many at this stage in the patients' recovery. 7 At this stage, the patients' focus is on 'getting back to normal' and they may not feel ready to negotiate this, nor work in the short-term, which is the professionals' focus, given the pressure to expedite discharge. 7, 12, 22, 23 They also do not have the knowledge or experience to know what recovery is feasible and expect the professionals to use their expertise to lead them. 7, 23 The limitations imposed by patients' stroke-related difficulties have also been repeatedly raised as a barrier to patient involvement in goal-setting, 6, 7 which are reflected in the results of this study.
This body of evidence questions the assumption that goal-setting should be patient-led at all stages of stroke recovery. Extensive evidence from professionals, patients and their families suggest that a professional-led approach may be most appropriate during acute/subacute rehabilitation, especially while an inpatient. The results of this study suggest that this is what happens. Further work is needed to develop a model of goal-setting which is 'fit for purpose' for both patients and professional during acute/subacute rehabilitation. One of the participating units routinely informed patients of their goals during a discussion and provided a written copy of the goals. This may be as much patient involvement as many patients want or need at this stage of their recovery.
Interestingly, the questionnaire respondents perceived that they involved patients in goal-setting and reviewed goals more frequently than was suggested by the documented goals. Most reported that they reviewed goals daily or at every treatment session, suggesting that goal-related clinical reasoning and discussions with patients occur implicitly and informally, possibly during treatment sessions but is not captured by the formal documentation. This is supported by observational studies of goal-setting during inpatient stroke physiotherapy, 24, 25 which suggested that targets of treatment and goals were topics of conversation between patient and therapist; however, decision-making was therapist-led with little active involvement from the patient. An alternative explanation is that their answers to the questionnaire focussed on what they felt were the correct answer, rather than their actual practice.
Although stroke teams are able to consistently identify and define goals, they found assessing progress, updating goals and linking this to treatment and action plans more challenging. These aspects of goal-setting were the least consistently completed. Most goals were never reviewed or merely recorded as 'in progress' on review. In some units, the goals were set soon after admission and then effectively abandoned while the team focused on staff action plans to achieve discharge. This is clearly an aspect of goal-setting that needs further work, especially as goal-setting is considered an important way to demonstrate the effectiveness of rehabilitation. 26 Further research is needed to explore goal-setting's mechanisms of action to ascertain how its effects (if any) are mediated and thus how links to other rehabilitation processes can be facilitated, the barriers to doing so and to develop appropriate user-friendly tools. However, the results of this study suggest some simple actions which could also make these aspects of goal-setting more effective. Clearer documentation may make it simpler to review goals and make progress explicit as might the use of standardized measurement tools and predicted times to achieve the goals. 1 The literature about goal-setting during stroke rehabilitation generally refers to it as a single activity isolated from other rehabilitation processes. However, in all the participating sites, it was integrated with reviews of the patients' assessment and progress and to treatment/management plans. These processes are clearly inter-linked and integration should be considered a desirable attribute. We found this integration was mixed. Two sites did not formally make any links between the goals and treatment plans. Nevertheless, the patients in these units did receive treatment, so it is possible that links were made implicitly and not formally documented. Making this link explicit may enable treatment to be more focussed on patients' main difficulties and thus be more effective. Alternatively, such explicit documentation may be unnecessary and merely contribute to the professionals' administrative burden. Further research into how goal-setting could and should integrate with other rehabilitation processes and their mechanisms of action to develop more acceptable, feasible and effective systems is needed. 3 In considering the results of this study, several limitations should be borne in mind. First, only five stroke units in one region were involved. Furthermore, four had previously participated in a study to develop and standardize multidisciplinary team meetings (including goal-setting 27 ). So generalizability of the results to other units and other healthcare systems should be treated with caution. However, we reviewed several hundred goals for patients with a wide range of abilities in units using different models of stroke service organization, so we are reasonably confident that the results are representative. Second, the results of the questionnaire are dependent on participants' perceptions, and the case note analysis is dependent on what was documented. As we highlighted above, some important goal-setting activity may be implicit and informal, which was not captured in this study. Also, the discrepancies between the responses in the staff questionnaire and the findings from the case note analysis suggest that the questionnaire responses may have been subject to social desirability bias. Further research using more probing semi-structured interviews and observations could address these issues.
Clinical Messages
• • Goal-setting is therapist-led, focussing on mobility and daily tasks. Areas such as continence, cognition or mood are rarely considered. 
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